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(’/J CSC - Tallahassee

CSC 1201 Hays Street
Tallahassee, FL 32301-2607
850-558-1500, Ext:

To: Department Of State, Division Of Corporations
From: Shauna Godbolt

Ext:

Date: 07/17/24

Order #: 1547687-14

Re: KPC Promise Healthcare, LLC

Processing Method: Routine

TO WHOM IT MAY CONCERN: })/}
(_/\:ﬁb;f -'p‘\-y
Enclosed please find: AL,
Application for Certificate of Agent Resugnation
Amount to be deducted from our State Account: $85.0 - FL State Account Number:
1200000001985

Please take the following action:

File in your office on basis
Issue Proof of Filing

Special Instructions:

Thank you for your assistance in this matter. If there are any problems or questions with this
filing, please call our office.



COVER LETTER

TO: Registration Section
Division of Corporations

KPC Promise Healtheare, LLC

SUBJECT:

Name of Linuted Liability Company

DOCUMENT NUMBER: M 20010004044

The enclosed Resignation of Registered Agent tor a Limited Liability Company and fee are submitted
for filing.

Please return all correspondence concerning this matter to the following:

RESIGNATIONS DEPARTMENT

Name of Person

CORPORATION SERVICE COMPANY

Name of Firm/Company

251 LITTLE FALLS DRIVE

Address

WILMINGTON. DE 19808
City/Sate and Zip Code

ANNUALREPORTS@CSCGLOBAL.COM

E-mal address: (10 be used for future annual report notification)

For further inforimation concerning tins matter, please call:

RESIGNATION DEPT ( 300 927-9801
at
Name of Person Arca Code Dayume Telephone Number

Enclosed is a check made payable to the Florida Department of State for $85.00 for an active limited
liability company or $23.00 for an administratively dissolved, voluntarily dissolved or withdrawn
limited hability company.

Mailing Address: Street Address:

Registration Section Registration Section

Division of Corporations Division of Corporations

P.O. Box 6327 The Centre of Tallahassee
Tallahassee, FL 32314 2415 N. Monroe Street. Suite 810

Tallahassee, FL. 32303

INHS17 (2/14)



STATEMENT OF RESIGNATION OF REGISTERED AGENT
FOR A LIMITED LIABILITY COMPANY

Pursuant to the provisions of scetion 605.0115, Florida Statutes, the undersigned,

CORPORATION SERVICE COMPANY

. hereby resigns as
Name of Registered Agent

. . KPC Promise Healthcare, LLC
Registered Agent for

Name of Limited Liability Company

MIT9000004044

Document Number, if known
A copy of this resignation was mailed to the above listed limited hability company at s last known address.

The agency 15 terminated and the office discontinued on the 31st day after the date on which this statement is filed.
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Signature of Resigning Agent = - -
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I signing on behalf of an entity: _ -
] -
BY KYLE TODD .
- = 1ty
Typed or Printed Name 2 e
VICE PRESIDENT o
— SR
Capacity R ot

FILING FEES:

$85.00  Acuve limited liability company

$25.00  Admmistranrvely dissolved/ voluntanly dissolved/
withdrawn lunited liability company

Make checks payable to Florida Department of State and mail to:
Division of Corporations
P.O). Box 6327
Tallahassee, FI. 32314

AGRES-9459
INHSI7 (2/14)



